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TABLE I. FOUR LEAD WORKERS WITH UNDER-ESTIMATED
PbB LEVELS
Patient No.
2 3 4 Normal
Commercial laboratory
PbB (JLg/dl)
2-year mean 44 (7)* 42 (4) 41 (6) 49 (3)
Most recent 40 42 39 48
NCOH laboratory
PbB (JLgl dl) 75 77 89 95 t
ZPP (JLg/gHb) 46 21 17 51 <10
ALA (mgll) 68 33 82 48 <20
Hb (g/dl) 11,4 12,3 12,0 11,8 15 - 19
MCV (ft) 80 89 96 88 82 - 100
* Number of tests in parentheses.
t PbB values < 50 I'g/dl are generally considered acceptable for lead-exposed
workers.' Above 70 pg/dl, the worker should be removed from exposure.
lPP = zinc protoporphyrin: Hb = haemoglobin; ALA = c5-aminolaevulinic acid; MCV
= mean corpuscular volume.
We recently examined 4 anaemic male workers from a single
lead-using factory. They had been monitored by another laboratory
for at least a year, and their PbB was reponed as being well within
acceptable limits (Table I). Patient 1 had recently undergone
extensive (and expensive) investigation of his anaemia, on the
assumption that lead was not the most likely cause. He was
asymptomatic. The anaemia remained unexplained.
Our clinic found that all 4 patients did have excessively high
PbB levels, as well as other lead-related changes, accounting for
their illness (Table I). Patient 1 had not been exposed to lead for
some days and had probably experienced even higher PbB levels.
The discrepancy was traced to the commercial laboratory, which,
in spite of panicipating in the NCOH quality control scheme, had
grossly underestimated PbB levels in the clinical specimens, as
well as in its performance in the quality control exercise over an
extended period.
With the impending introduction of the lead regulations under
the Machinery and Occupational Safety Act, the increased demand
for PbB determinations will stretch the resources of laboratories
substantially. lc is essencial chac wherever biological moniroring of
lead is being done, che accuracy of PbB re,ulcs be ensured. This can
only be achieved by co-operation with a reliable reference labora-
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Keeping abreast ofthe times
To the Editor: A 45-year-old white woman consulted me with a
history of painful breasts. The pain had commenced 3 weeks pre-
viously and had gradually become more severe; the patient had
panicked and had already diagnosed breast cancer.
On examination the breasts were completely normal, soft and
not tender. No palpable nodules or cysts were present. However
the anterior chest wall was extremely tender, especially along th~
edges of the ribs and over the intercostal muscles. A diagnosis of
intercostal myalgia was made.
On further questioning it emerged that the patient had
embarked on a fairly vigorous water aerobics progranime 3 weeks
before, after a long period of linle physical exercise. She was
advised to rest for a few days (during which her symptoms
improved rapidly) and then to return to her classes and build the
exercises up gradually. She had obviously done too m'uch too
soon.
I would like to add this condition to the list of syndromes asso-
ciated with sporting activities, such as penile frostbite, jogger's
nipples, jogger's testicles and cyclist's prostatitis. A suitable name
for it might be. water boobs, or,.in the case of the not so well
endowed, water boobies.
Two further similar cases may be of interest.
A 57-year-old woman complained of pain in the left breast.
Again no abnormality was detected in the breast, but the left thor-
acic.cage was tender to palpation. In the past few weeks she had
taken to playing bowls, and yes, she is left-handed. I am at a loss
as to what to call this condition.
A 30-year-old woman also developed pain in the left breast,
and the cord-like structure of a thrombosed thoraca-acromial vein
was palpable. She is a keen gymnast and had recently been doing
dumbell exercises relating particularly to the upper arm and pec-
toral regions. The syndrome is known as Mondor's disease, but ir:






The article entitled 'Lung cancer at Groote Schuur Hospital - a
local perspective' by P. A. Willcox ec al., which appeared on pp.
716 - 720 of the SAMJ of 15 December 1990, contained two
errors, the first of which was a typing error affecting the last
sentence on p. 717 (wliich shoud have read 'Squamous carcinomas
were more common in blacks compared with whites') and the first
sentence of the last paragraph on p. 719 (which should have read
'Ethnic differences existed with regard to cell type, in that squamous
carcinomas were more common ...').
The second error was in the statistical analysis. The second
sentence of the fust paragraph on p. 718 (beginning 'While there
were no differences in cell type between men and women, small-
cell carcinomas were more common .. .') should have read 'There
were no significant differences in cell type between men and
women', and the second sentence of the fifth paragraph under the
heading 'Discussion' (pp_ 719 - 720), which reads 'Small-cell
carcinomas were also more common in black men compared with
white and coloured men and women', should be deleted. The
authors apologise for these errors.
